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Deﬁning dual diagnosis: a qualitative study of the views of health care
workers
Petra K. Staiger*, Caroline Long, Marita McCabe and Lina Ricciardelli
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(Accepted 28 May 2008)
Background: ‘Dual diagnosis’ is the term of choice in many countries to describe clients
with co-occurring mental health and alcohol and other drug (AOD) issues. However, it is
not known if its meaning is consistently represented within and across health care services.
This uncertainty has signiﬁcant implications for referral, consultation and research.
Aim: To obtain information about the way that diﬀerent health care professionals
understand the term ‘dual diagnosis’.
Method: Twenty-nine health care workers across ﬁve service types (medical, mental
health, AOD, dual diagnosis and community health) in Victoria, Australia were
interviewed about their understanding of the term ‘dual diagnosis’.
Results: The ﬁndings indicated that service providers working in AOD and Mental
Health had a shared general understanding of what was meant by ‘dual diagnosis’,
despite uncertainties about more speciﬁc inclusion criteria. In contrast, medical and
community health staﬀ lacked a similar shared understanding, and were more likely to
recommend change, but oﬀered no consensus on alternatives.
Conclusion: The results indicate that while the term ‘dual diagnosis’ has value in
eﬃciently directing attention to the complexity of treatment issues, health practitioners
cannot assume it will convey the intended meaning outside mental health or AOD
services. Clear articulation of the intended deﬁnition may be a necessary requirement in
wider health care communication.
Keywords: co-morbidity; co-ocurring disorders; dual diagnosis; health services; service
providers; terminology
Background
In Australia, the UK (e.g. Cooper & Rowlands, 2006; Drake et al., 2001; Mears et al.,
2001), parts of Europe (e.g. Gual, 2007) and services in the US (e.g. Kessler, 2004), the
term ‘dual diagnosis’ is generally understood to refer to the co-occurrence of mental health
and alcohol and other drug (AOD) disorders or problems (e.g. Drake et al., 2001; Mears
et al., 2001). The term does not include developmental disabilities such as intellectual
disability or autism, nor does it include pathological gambling, but often does include Axis
II diagnoses (e.g. personality disorders; American Psychiatric Association, 2000).
Although this deﬁnition is used with some consistency and is accepted by many
practitioners (Mears et al., 2001), there remains a signiﬁcant degree of debate, both in
practice and in the research literature, about its viability and parameters (e.g. Drake et al.,
2001; Ogloﬀ, Lemphers, & Dwyer, 2004; Velleman & Baker, 2008). Interestingly, few
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studies have directly asked health care workers how they deﬁne dual diagnosis within
clinical practice. Those studies that have done so, focus primarily on AOD or mental
health clinicians (e.g. Todd et al., 2004). Given that individuals with a dual diagnosis
access a range of health services, it is important to elicit the views of workers within
medical services and community health in addition to those in specialist services.
This paper aims to report on a range of health care workers’ views of how dual
diagnosis is currently deﬁned and whether they believe this requires modiﬁcation. It is
envisaged that this data can be used to clarify how diﬀerent health workers in Victoria,
Australia are currently utilising the term and the implications this may have on local
clinical practice, type of services oﬀered and care pathways. Given that the health system
in Australia shares some similarities with the US, UK and Canada (i.e. discrete service
types for mental health, community health and AOD), the ﬁndings may be relevant to
other countries.
Publications using the term ‘dual diagnosis’ to describe co-occurring mental health and
substance use disorders were ﬁrst evident from America in the mid 1980s (e.g. Angres &
Benson, 1985), and over the next decade it began to be used more frequently, gradually
being adopted by other countries (Ogloﬀ et al., 2004), including Australia. The term is
current in Australian state government policy documents (e.g. New South Wales
Association for Adolescent Health, 2003; Victorian Department of Human Services,
2007) and the term ‘Dual Diagnosis Team’ is used in Victoria to describe the specialist
service that provides secondary consultation to AOD and mental health services.
Interestingly, national policy documents tend to prefer the term comorbidity (e.g.
Kavanagh, 2001; Siggins Miller Consultants, 2003), although there are some exceptions
(e.g. Commonwealth of Australia, 2006). Other Western countries have adopted a greater
variety of alternative terms to describe the concurrent existence of these two disorders. For
example, Mentally Ill Chemically Addicted (MICA; Kloss & Lisman, 2003), Substance
Abusing Mentally Ill (SAMI; Grella & Gilmore, 2002), and Co-occurring Addictive and
Mental Disorders (COAMD; Greenbaum, Foster-Johnson, & Petrilla, 1996) are utilised in
the US and ‘dual diagnosis’ (e.g. Potvin et al., 2008) and ‘concurrent disorders’ in Canada
(e.g. Schwartz, Garland, Harrison, & Waddell, 2007; Skinner, O’Grady, Bartha, & Parker,
2004), where it can also refer to clients who have mental health and intellectual disabilities
(e.g. Sturmey, Lindsay, & Didden, 2007). Interestingly, the UK, like Australia primarily
utilise the terms dual diagnosis or comorbidity (Department of Health, 2002; Weaver
et al., 2003).
Areas of debate regarding the term and deﬁnition of dual diagnosis fall into
several categories. Firstly, the concept of ‘dual’ suggests only two areas of disability/
disorder, when in practice, the condition is normally accompanied by multiple health
and social needs arising from, and co-occurring with, either or both disorders. In addition,
the number of identiﬁed diagnoses is not limited to two (Crome, 2004; Drake et al.,
2004; Rankin & Regan, 2004; Rawaf, 2002). Secondly, there are other dual diagnosis
populations apart from those with mental health and AOD disorders, such as those
with intellectual disability and mental illness (Drake et al., 2004; Drake & Wallach, 2000;
Rankin & Regan, 2004) and/or acquired brain injury, as well as those with a physical
disorder and concurrent AOD and/or mental health disorder. Thirdly, there is a lack of
agreement regarding the severity of either the Mental Health or AOD disorder that is
included in a deﬁnition of ‘dual diagnosis’ (Crome, 2004; Rawaf, 2002; Szirom, King, &
Desmond, 2004; Todd et al., 2004). For example, it is not clear if the term only refers to
those with high prevalence disorders such as anxiety, depression and personality disorders,
or whether it incorporates more severe conditions such as psychotic disorders; nor is it
Mental Health and Substance Use: dual diagnosis 195
D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
 L
ibr
ary
] a
t 1
6:0
3 3
0 J
an
ua
ry
 20
13
 
clear what level of severity of anxiety or depression or substance use (abuse or dependence)
ﬁts the criteria. Finally, use of the term ‘dual’ carries the implication of parallel,
independent conditions, whereas signiﬁcant interactions between co-morbid conditions are
more probable and factors in one condition would ideally be taken into consideration in
the treatment of the other, for maximum beneﬁt to the client (Abou-Saleh & Janca, 2004).
As clients traverse a predominantly silo-based health system, they are exposed to
diﬀerent levels of understanding of what ‘dual diagnosis’ may mean, depending on the
perspective of the services encountered. For example, if the client enters a hospital system
for treatment of diabetes and is identiﬁed as having a concurrent alcohol use disorder,
‘dual diagnosis’ may be used to refer to the physical disorder rather than a mental health
issue. Yet, when the client moves to an alcohol and drug service for an addiction problem,
the same term may be interpreted as referring to a comorbid mental health condition. This
may create communication problems on a number of levels. For example:
. it could interfere with clinicians making appropriate referrals and developing
treatment plans which can be understood by diﬀerent parts of the health system;
. it may result in service managers calculating inaccurate estimates of prevalence rates
(Weaver et al., 2003).
These inaccuracies may lead to policy-makers being inappropriately informed of the
clinical and service requirements of clients identiﬁed as ‘dual diagnosis’.
A recent study conducted in the UK found inconsistencies among 170 AOD and
mental health workers in their use of the term (Todd et al., 2004). Factors that varied
between clinicians included whether the mental health and/or AOD disorder was ‘active’
and how recent episodes needed to be for a client to be described as having a dual
diagnosis. Occasional use of antidepressants by clients accessing AOD services, or
occasional misuse of alcohol or drugs, was not consistently viewed as indicative of a dual
diagnosis. In addition, personality disorders were variably included as mental health
issues. The tendency was that staﬀ applied the term depending on the nature of the client’s
primary problem and the agency to which they were presenting.
To date, studies examining workers’ perspectives and deﬁnitions of the term dual
diagnosis have been located within AOD and/or mental health settings. This limits
understanding of how colleagues in the interconnecting areas of acute medicine and
community health utilise and deﬁne dual diagnosis.
Aims
This study was designed to explore a range of Victorian health care providers’
understanding of the deﬁnition of dual diagnosis and suggestions they had with respect
to an agreed deﬁnition. Consideration of the impact of service orientation on the deﬁnition
used and the identiﬁed parameters of those deﬁnitions, enables a better appreciation of
how the term ‘dual diagnosis’ is understood across health services and provides a more
accurate indication of its usefulness as the term of choice. This is best achieved by means
of a qualitative analysis of what is understood by the term. This paper considers the views
of staﬀ working in health-related ﬁelds regarding the deﬁnition of the term ‘dual
diagnosis’, whether they believed that terminology needed changing and, if so, in what
way. Although the purpose of this paper is not to necessarily arrive at an agreed deﬁnition,
it may shed light on the diﬀering perspectives of a range of health care workers and
whether it is possible to reach a shared understanding of ‘dual diagnosis’.
196 P.K. Staiger et al.
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Method
Participants
Thirty-ﬁve staﬀ, working either in acute, primary or specialist services at the time of being
interviewed, were invited to participate in the study. Participants were recruited from
public treatment services and research and training organisations based in both
metropolitan and rural areas of Victoria, Australia. Of those approached, 29 agreed to
participate. There were approximately equal numbers of males (n ¼ 15) and females
(n ¼ 14). Age of participants ranged from 18 to 55þ years, with the majority falling within
31 and 54 years (n ¼ 20). Table 1 describes participants’ place of work.
Procedure
This study is part of a larger research study investigating access to appropriate care for
clients with dual diagnosis. Ethics approval was obtained from relevant institutions. On
agreement to participate, key informants were contacted to arrange an interview time. An
attempt was made to interview all subjects face-to-face, but due to some practical
constraints, nine interviews were conducted over the telephone. All interviews were
audiotaped (except for those conducted over the phone).
Materials
A semi-structured interview schedule was developed in consultation with experts in the
ﬁeld and piloted, with consequent adjustments made. The ﬁrst part of the interview
included demographic information and questions about target clients for that service. The
interviewers then investigated service providers’ understanding of the term ‘dual diagnosis’
and their views on the utility of the term and its deﬁnition, using open ended questions.
Service providers were asked for their views on the deﬁnition and what changes they would
recommend. Questions were deliberately broad to avoid constraining answers.
Data analysis
Interviews were transcribed and for those not audio taped, detailed notes were relied upon.
Thematic analysis (Braun & Clarke, 2006) was conducted on the data by the ﬁrst author,
to gain an in-depth understanding of health workers’ perception of the term ‘dual
diagnosis’. These were independently considered by the second author and the ﬁnal themes
jointly agreed on.
Table 1. Place of work of participants.
Place of work % N
Medical services 17 5
Mental health services 24 7
AOD services 21 6
Dual diagnosis services 17 5
Community health 21 6
Total 100 29
Mental Health and Substance Use: dual diagnosis 197
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Results
Deﬁning dual diagnosis
The majority had a shared but broad understanding of ‘dual diagnosis’
Overall, the majority of service providers (n ¼ 22) believed that ‘dual diagnosis’ referred to
clients with a co-occurring mental health and drug and/or alcohol issues. All participants
who held this view indicated they had experience working in AOD or mental health
services, or both. Recognition of the focus on mental health issues was particularly high,
with most of the health professionals (n ¼ 27) making some reference to these when
deﬁning ‘dual diagnosis’, with a slightly reduced number referring to substance use issues
(n ¼ 23).
Two respondents did not include either mental health or AOD disorders in their
deﬁnition, focussing instead on the most literal deﬁnition of the term:
two separate disease issues that need to be treated at the same time. (Interview 26, Community
Health staﬀ)
a primary issue and anything i.e. psychiatric illnesses/issues, AOD, gambling and other drug
issues, housing. (Interview 29, Community Health staﬀ)
The parameters of the deﬁnition varied considerably
Those who deﬁned dual diagnosis as a co-occurring mental health and AOD disorder
reported considerable variability in how they viewed the parameters of the term. They
would include speciﬁc parameters, such as one or more of the following: severity, e.g.
‘signiﬁcant’ disorders, with some staﬀ speciﬁcally referring to psychosis (rather than
mental health issues more generally) and major depressive disorder and/or the presence of
suicidality, duration of either/both disorders, e.g. ‘someone on antidepressants for 12
months’ (Interview 13, AOD staﬀ), formal diagnosis (in one instance ‘by a psychiatrist’) or
Axis I or Axis II disorders (American Psychiatric Association, 2000).
Other service providers oﬀered broader deﬁnitions: ‘Psychiatric condition, anything
that causes impairment’ (Interview 04, Medical staﬀ) or ‘mental health problems’
(Interview 06, Mental Health staﬀ). One participant actually speciﬁed that severity and
frequency of either of the composite disorders did not exclude people from this group, i.e.
they were not required to be formally diagnosed. Interestingly, the alcohol or drug
component of the deﬁnition tended not to attract the same degree of focus on parameters,
with the language tending to be more general, e.g. ‘problematic substance use’ (Interview
18, Medical staﬀ), ‘AOD issue’ (Interview 20, AOD staﬀ).
Alternative deﬁnitions for medical and community health workers
Medical service providers (n ¼ 3 of 5) and Community Health workers (n ¼ 5 of 6) most
frequently understood ‘dual diagnosis’ at its most literal meaning of two co-occurring
problem areas. In their deﬁnitions, the term was taken literally to describe a variety of
disorder pairs, i.e. two physical disorders, one physical and one mental health disorder,
etc. In considering the reason for this, one social worker commented that referrals usually
identiﬁed a speciﬁc presenting issue, usually a physical disorder, and this tended to be the
focus of treatment with other factors accommodated as they impinged on that treatment.
The most frequent belief for this group was that ‘dual diagnosis’ included any co-occurring
198 P.K. Staiger et al.
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physical or general medical disorder with a mental health issue, with only one person also
considering a substance use disorder.
Someone who comes in with a mental health problem and a general medical problem
[or] . . . some other mental health patients, some of them have two diagnoses for mental
health . . . they may have a long history of depression and then come in with either self
inﬂicted wounds or attempted suicide. So that to me would be a dual diagnosis (Interview 01,
Medical staﬀ).
That person went on to remark
I would probably say a lot of people don’t understand it. So it is actually not written anywhere
as such, as far as I know
Another commented: ‘I don’t use the phrase dual diagnosis’ (Interview 08, Medical
staﬀ). Yet another remarked ‘I wouldn’t have thought of Drug and Alcohol . . . I’ve been
in (the) Community Health for a long time and I didn’t know that’ (Interview 28,
Community Health staﬀ). Only six of the participants interviewed had not previously
worked in either an AOD or mental health service, yet eight had not included AOD in
their deﬁnition. One staﬀ member (Interview 07, Medical staﬀ) considered intellectual
disability to be a mental health issue and therefore included it, another added Acquired
Brain Injury (Interview 28, Community Health staﬀ).
Mixed satisfaction with the deﬁnition
Respondents were evenly divided between those wishing to change the deﬁnition
(n ¼ 14) and those retaining it (n ¼ 14) with one (medical staﬀ) who said they did not
know. Satisfaction with the term and its deﬁnition appeared to be loosely correlated
with professional orientation: more medical staﬀ (doctors and nurses) suggested the
deﬁnition be changed (n ¼ 4 of 5) as did two nurses and one dietician in Community
Health services. These were the staﬀ who most frequently misunderstood the term. In
comparison, more mental health professionals spoke in favour of keeping the deﬁnition
(n ¼ 6 of 7) in addition to all three Community Health social workers interviewed.
Staﬀ from AOD services (n ¼ 6) and those working in dual diagnosis services (n ¼ 3 to
change and n ¼ 2 to retain) were divided.
In what way should the deﬁnition be changed?
The deﬁnition needs broadening
A frequent theme in response to this query was that the deﬁnition of dual
diagnoses should be ‘broadened’. By this, what was meant varied from including
more diagnoses (such as subclinical disorders or any medical disorder), increasing
parameters (speciﬁcally licit drugs) and/or a greater recognition that it often referred to
clients with more than two disabilities. Two participants (one medical and one mental
health staﬀ) recommended increasing attention on each client’s individual list of
problems and concerns, rather than working to change the deﬁnition of dual diagnoses,
e.g.
Diagnosis is not my primary focus . . . identify problems rather than speciﬁc diagnoses.
(Interview 10, Mental Health staﬀ)
Mental Health and Substance Use: dual diagnosis 199
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A third supported this and recommended that a deﬁnition of dual diagnosis, could ‘carry
the idea of the need to identify multiple problems’ (Interview 09, Mental Health staﬀ).
Some service providers (n ¼ 4) suggested the term ‘dual diagnosis’ obscured the fact that
most people in this category suﬀered ‘multiple’ diagnosis (including social, medical and
psychological problems). Additionally, there was concern that the term ‘dual diagnosis’
was not consistent with how clients viewed themselves:
They said, ‘What’s this morbidity? It sounds awful. I’m not co-morbid (or ‘‘dual diagnosis’’),
I’m a person that has a series of problems.’ It (i.e. dual diagnosis) is not a very acute term, but
it tends to be the one that most people understand. If you do a web search, that is the one you
will ﬁnd (Interview 07, Dual Diagnosis staﬀ).
Diﬃculty in agreeing on alternatives
When asked to consider in what way the deﬁnition should be changed, there was little
consensus. The most frequent response (n ¼ 9) highlighted the lack of an easy solution to
the issue. Staﬀ with this response spoke in very global terms about ﬁnding a deﬁnition that
had a positive purpose, such as it referred to a care pathway, attracted funding and/or
encouraged comparison of data across services. In addition, any new deﬁnition needed to
avoid precipitating misuse, for example, causing a client to be stigmatised by reinforcing
pathology, being blocked from accessing services by reason of being ‘no longer eligible’
because the label rendered another service theoretically more appropriate to manage their
care, or limiting consideration of client needs. No example of such a new deﬁnition was
oﬀered. In this way staﬀ could be seen to acknowledge the impediment of ﬁnding
universally satisfactory language to describe a particular client population. In an ideal
health care system in which communication across services was strong and silo-based
systems were not the norm, labels such as ‘dual diagnosis’ would become redundant. This
idea was expressed by one of the staﬀ interviewed.
It just strikes me as being another one of those treating terms that would last for a while and
then go away. I think it is better to have it as, here is a list of the problems and if it is the active
management problem, then it is not the last thing you’d say. (Interview 08, Medical staﬀ)
Discussion
The ﬁndings suggest that despite perceived shortcomings, those working in AOD
(including dual diagnosis teams) and mental health services in Victoria, Australia have a
shared understanding about the meaning of the term ‘dual diagnosis’, albeit with some
uncertainties about the more speciﬁc inclusion criteria for that term. Those working in the
mental health ﬁeld generally, did not advocate changing the deﬁnition, whilst AOD and
dual diagnosis workers were evenly divided on this issue. In contrast, medical and
community health staﬀ lacked a shared understanding of the term, which probably
reﬂected their respective priorities, i.e. medical staﬀ usually assumed a medical condition
was one of the inclusions. It is not surprising that people in non-AOD/mental health
services operate with a diﬀerent understanding of common language terminology and this
is likely to be the case in other countries. These staﬀ were more likely to suggest changing
the deﬁnition, but again, had little consensus on appropriate alternatives and tended not to
oﬀer alternative terms. Interestingly, those who found the term problematic tended to
focus on the issue of labelling clients or emphasising the need for a shared understanding
of the term, rather than requiring that the system ﬁnd a new ‘label’.
200 P.K. Staiger et al.
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In the staﬀ sampled, experience in the mental health or AOD ﬁelds determined whether
health practitioners included both mental health and AOD issues in their deﬁnition of
‘dual diagnosis’. Those working in AOD or dual diagnosis roles provided the most
conﬁdent and consistent deﬁnitions. Community health workers were the most likely to
acknowledge a lack of familiarity with the term, which would be a natural consequence of
a focus on the speciﬁc issues (dietary assistance, physiotherapy, podiatry, etc.) clients
attend the service for, and medical practitioners, not surprisingly, included physical
disorders. The implications of these ﬁndings for practice are that AOD and mental health
practitioners cannot assume when using the term ‘dual diagnosis’, that it will convey the
intended meaning outside the specialist services and when consulting with, or referring to,
practitioners in general health services, such as community health centres and hospitals.
Importantly the ﬁndings of this study suggest that particular eﬀort must be made to
prevent misunderstandings when communicating information about the presence of a dual
diagnosis outside AOD and mental health services. Therefore it becomes particularly
important to speciﬁcally articulate the presence of mental health and AOD disorders (as
well as other presenting issues) when communicating client information to the broader
health system. The ﬁndings indicate it should not be assumed that all health care workers
have a shared understanding of the term dual diagnosis.
Most of the published literature on the issue of terminology for this client group occurs
in the context of a broader topic and is limited to a few paragraphs, or a comment on the
debate, about the most appropriate language, rather than having a speciﬁc focus on
terminology (e.g. Ogloﬀ et al., 2004). The ﬁndings of this study are consistent with the lack
of agreed terminology reported in the national and international literature (Drake &
Wallach, 2000; Knightbridge, King, & Rolfe, 2006; Velleman & Baker, 2008). In this
study, half of the participants suggested the deﬁnition required changing. Yet, they
provided a limited range of options as suitable alternatives to ‘dual diagnosis’, suggestive
of a recognition that no concise language was entirely satisfactory.
While other researchers have made suggestions, none is without disadvantages
(Drake & Wallach, 2000; Ogloﬀ et al., 2004; Velleman & Baker, 2008). Alternative terms
often do not add any speciﬁcity regarding the level or numbers of disorders included, nor
do they provide any indication of interrelated psycho-social, medical or other issues and,
signiﬁcantly, the language is often stigmatising to the person (e.g. ‘co-morbid’, ‘SAMI:
substance-abusing mentally ill’, COAMD: co-occurring addictive and mental disorders).
Broader terms, such as ‘complex needs’ (Knightbridge et al., 2006) or ‘co-existing
problems’ (Velleman & Baker, 2008), are a possible solution, but are less utilised and could
be equally applied to other client groups. They move beyond the population of interest
(mental health and AOD issues) to refer to clients with any combination of disorders and
thus have a diﬀerent function in the health care lexicon. Finding a concise term for the
target population, that achieves all the desired goals, may not be possible. The lack of
alternatives recommended by service providers is an indication that they either have not
found a more successful/meaningful term, or have not achieved consensus on an
alternative deﬁnition. The primary focus of many responses regarding an improved
deﬁnition appeared to be that of gaining a shared and broader understanding of the term
‘dual diagnosis’ to enable it to be accurately and eﬀectively used outside mental health and
drug and alcohol services.
This research supports the belief that the term ‘dual diagnosis’ is commonly
understood and used in specialist services (i.e. mental health, dual diagnosis teams and
AOD) in Victoria, Australia. It is widely used in government documentation and in
research nationally and internationally. It would appear that no alternative term has been
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D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
 L
ibr
ary
] a
t 1
6:0
3 3
0 J
an
ua
ry
 20
13
 
consistently utilised, all having issues of inclusion or exclusion, being too broad or narrow,
using negative language or overly technical. Many of the critics of the term ‘dual
diagnosis’ focus on the literal meaning of the two words, overlooking what the term has
come to represent over time. The term now means more than its literal deﬁnition. In the
absence of a clear alternative, it could be promoted to enhance its evolution outside
specialist services, until that time when services are truly integrated/collaborative and
clients are assessed on all their unique needs and such labels are no longer required. Until
health care systems become genuinely person-centred, the best use of the term ‘dual
diagnosis’ is as a recurring reminder that mental health and AOD disorders frequently co-
occur and an eﬃcient and non-stigmatising indicator that these clients are likely to have
complex presentations of treatment needs as a consequence. The focus can then move on
to each client’s speciﬁc treatment requirements.
Conclusion
The health care system in Australia, as well as other Western countries, is moving towards
a more holistic and client-focused model of care (e.g. Bedell, Hunter, & Corrigan, 1997;
Lehman, 1996; Moos, 2003). Evidence of this can be found, for example, in the increased
attention to dual diagnosis orientation in services in Australia, the UK, and elsewhere
(Department of Health, 2002; Victorian Department of Human Services, 2007). Similarly,
current health services oﬀer broader treatment options, for example, with the inclusion of
natural therapies and alternative medicines (acupuncture, Chinese medicines, naturopaths,
massage, Reiki, etc.) in AOD treatment centres and medical practices across Australia and
elsewhere in the world. Holistic care reduces the opportunities for overlooking critical
features of each client’s functioning and context, and acknowledges interactions between
them. This conceptualisation oﬀers previously unavailable options for treatment
intervention and may reduce barriers to treatment, such as inappropriate or delayed
referrals, multiple episodes of history taking and/or repetitive care components. The ﬁrst
part of a move to a more ﬂuid health care system is to clarify and unify the language
between services. The results of this study, and the frequency of the term in contemporary
research and policy, provide evidence for the currency and utility of the term ‘dual
diagnosis’ amongst mental health and AOD agencies in Victoria, Australia. Given
similarities in service structures across many Western countries, this may also be the case
more generally. The promotion of this term outside specialist agencies to medical and
allied health workers, who have diﬀerent foci for their interventions and generally use
diﬀerent terminology, is a necessary augmentation. This communication would assist in
further raising the proﬁle of this client group and would streamline their referral, inter-
agency treatment and consultation occurring on their behalf. The development of
profession and/or agency-speciﬁc terminology and deﬁnitions to refer to people with a
dual diagnosis would simply add impediments to service delivery and carry no signiﬁcant
beneﬁt.
This qualitative investigation of the issue of how best to identify individuals with
mental health and substance use issues leads to the conclusion that there is no term
without disadvantage; no term which succinctly and unambiguously conveys the intended
meaning nor prevents the client from being burdened with stigmatising or overly complex
language, therefore, retaining a widely disseminated term is eﬃcient. Ultimately, the
speciﬁcs of which disorders are encompassed by the language is less critical, because the
term ‘dual diagnosis’ could be considered a transitional expression, whose purpose is
primarily to ﬂag the presence of mental health and substance use disorders. However, for
202 P.K. Staiger et al.
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the moment, the term has value and currency within the system, even while its meaning
cannot necessarily be assumed, particularly when used outside mental health and AOD
services.
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